1.. Introduction {#S0001}
================

The World Health Organization (WHO) reports that 70% of the general population (n = 68,894) across 24 countries have experienced traumatic exposure consistent with DSM-5 criterion A (American Psychiatric Association, [2013](#CIT0001)), with an average of 3.4 trauma exposures per individual (Benjet et al., [2016](#CIT0006); Kessler et al., [2017](#CIT0030)). The Diagnostic and Statistical Manual for Mental Disorders-5 (DSM-5) classifies trauma as that in which an individual is exposed to "actual or threatened death, serious injury or sexual violence" (American Psychiatric Association, [2013](#CIT0001)). Although this definition is specific and attempts to better conceptualize trauma, its causes, and nature; to a pragmatist, the definition remains exclusive to only a part of the population and does not account for variegated stress sensitivities in individuals that might lead other negative life events (NLEs) to be subjectively traumatic. Shapiro (Shapiro, [2002](#CIT0054)) for example, refers to the notion of "small-t' experiences such as losing a job, as being traumatic to the individual and having a lasting impact on the psyche. The aforementioned criterion A (American Psychiatric Association, [2013](#CIT0001)), therefore, remains conservative in its approach to including traumatic experiences, which could perhaps impede access to clinical care for many with significant and surmounting effects from 'small-t' experiences. Another definition of 'Psychological Trauma (PT) refers to the unique experience an individual has to an event or enduring conditions in which the ability to integrate emotional experiences is overwhelmed or the individual experiences threat to bodily integrity, sanity or to life' (Pearlman & Saakvitne, [1995](#CIT0048)). This definition is broad, caters to subjective reactions to events while maintaining the seriousness that the experience posits. This also indicates that various experiences beyond criterion A (American Psychiatric Association, [2013](#CIT0001)) may be perceived as subjectively traumatic. Therefore, PT in this study is operationalized as an experience an individual has to any negative life event (NLE) that is perceived as beyond one's resources to cope. The word 'trauma' or 'PT' will thus include experiences to events meeting DSM-5 criterion A as well as to small-ts.

In fact, considering that PT can arise from a broad range of NLEs beyond those mentioned in the DSM-criterion A (American Psychiatric Association, [2013](#CIT0001)), studying PT in this context is critical. However, the literature on PT resulting from NLEs including small-t experiences is sparse but is known to have high prevalence rates even within the general population (Benjet et al., [2016](#CIT0006); Kessler et al., [2017](#CIT0030)). It has also been linked to various psychiatric disorders (McLafferty, Armour, & O'Neill, [2016](#CIT0038)) such as somatoform disorders (Thomson, Randall, & Ibeziako, [2014](#CIT0059)), depression, anxiety, substance use, somatization disorder, eating disorder (Brown et al., [2014](#CIT0008)), and in the case of Post-Traumatic Stress Disorder (PTSD), it is a precipitating factor (American Psychiatric Association, [2013](#CIT0001)). Similarly, the association between trauma and severe mental illnesses such as psychosis has gained attention over the last decade and many studies have consistently shown that traumatic events are among the most robust factors in the development of psychosis (Bendall, Alvarez‐Jimenez, & Nelson, [2013](#CIT0005); Moriyama et al., [2018](#CIT0041); Okkels, Trabjerg, & Arendt, [2016](#CIT0045); Sareen, Cox, & Goodwin, [2005](#CIT0051); Varese et al., [2012](#CIT0067)). Studies have indicated that individuals with trauma exposure have three times the odds of developing psychotic experiences compared to the general population (McGrath et al., [2017](#CIT0037)) and over 68.5% (n = 425) of individuals experiencing psychosis also have experienced trauma exposure (Neria, Bromet, & Sievers, [2002](#CIT0044)). It, therefore, appears that the impact of PT remains in the psyche and interplays with severe mental illnesses (Mueser, Rosenberg, & Goodman, [2002](#CIT0042)).

Literature also suggests that the nomenclature of events related to PT is also varied in literature and used interchangeably as adverse life events (ALE), negative life events (NLEs) and trauma exposure (TE). In this study, the authors will use PT as defined by Pearlman and Saakvitne ([1995](#CIT0048); American Psychiatric Association, [2013](#CIT0001)) and as stemming from NLEs. Lastly, a critical reason for the disparity in definitions and conceptualizations is perhaps the surprisingly sparse literature exploring experiencers' narratives/perspectives on PT. Therefore, since PT refers to the \'experience an individual has to an event ... ' (Pearlman & Saakvitne, [1995](#CIT0048)); any event that the person perceives as traumatic, not restricted to Criterion may be included, not restricted to criterion A (American Psychiatric Association, [2013](#CIT0001)); NLEs therefore are the actual event that precedes the experience of PT- a stimulus to PT.

Further, despite the sustained evidence that PT is linked to psychosis, treatment for trauma in psychotic disorders (PD) remains at the periphery of clinical practice (Ronconi, Shiner, & Watts, [2014](#CIT0050)), mainly because the dramatic manifestation of psychosis masks the intensity and severity of PT (van Minnen, Hendriks, & Olff, [2010](#CIT0065)). In fact, many therapists do not address traumatic experiences such as abuse while treating those with psychosis (Frueh, Cusack, & Grubaugh, [2006](#CIT0021); Young, Read, & Barker-Collo, [2001](#CIT0069)) due to concerns regarding exacerbation of psychotic symptoms (Gairns, Alvarez‐Jimenez, & Hulbert, [2015](#CIT0022); van den Berg, van der Vleugel, & de Bont, [2016](#CIT0063); Young et al., [2001](#CIT0069)). Patients with PD are also frequently excluded from randomized clinical trials of trauma-focused interventions (TFI) (Becker, Zayfert, & Anderson, [2004](#CIT0004); Ma & Weng, [2016](#CIT0034); Mueser et al., [2002](#CIT0042); van den Berg et al., [2016](#CIT0063)) and trauma-focused treatments (Ma & Weng, [2016](#CIT0034); Meyer, Farrell, & Kemp, [2014](#CIT0039); Neria et al., [2002](#CIT0044); Olatunji, Cisler, & Tolin, [2010](#CIT0046); van Minnen, Harned, & Zoellner, [2012](#CIT0064); van Minnen, Zoellner, & Harned, [2015](#CIT0066)). This results in inadequate care protocols and the need for information on treatment approaches for PT among individuals with PD. (Mueser et al., [2002](#CIT0042))

To achieve more parity in conceptualizations of trauma and guidelines for interventions, it is imperative to understand experiencers' perspectives and what events they perceive to impact the onset, maintenance, and treatment of their psychotic experience. This will result in information on how PT might be a relevant factor preceeding psychosis; providing clinicians with perspectives on treatment needs. Further, considering patient perspectives on illnesses, treatment, and recovery while developing treatment protocols has been known to affect outcomes (Shay & Lafata, [2015](#CIT0056)). Therefore, to further inform clinical and research practices and to contribute to the debate on whether or not to address PT in psychosis, the present study aimed to understand patient perspectives on the impact of PT on their experience with PD.

2.. Methods {#S0002}
===========

2.1.. Study design {#S0002-S2001}
------------------

A qualitative exploratory design was used to understand patient perspectives on the impact and treatment of PT in PD. Considering the heterogeneity in illness manifestation and the corresponding subjective needs of patients, the study was designed to collect patient perspectives from individuals at varying stages of recovery. This, therefore, involved both semi-structured and structured interview methods. The semi-structured interview was used with participants who experience mild-moderate disability while the latter interview was conducted with participants experiencing florid psychotic symptoms including hallucinations, delusions and alogia (moderate to severe disability). This ensured equal and fair representation of the population irrespective of symptom severity.

2.2.. Study sample {#S0002-S2002}
------------------

Participants (n = 20) were recruited at a not-for-profit, inpatient facility for homeless women with severe mental illness, that offers holistic care using a biopsychosocial approach. The organization's mandate in working with homeless women with severe mental illnesses resulted in a fairly homogeneous group with recovery being the only relevant variable distinguishing potential participants. In order to effectively understand patient perspectives, it was imperative that a sample representative of the population's disability/recovery was obtained. This was ensured through a maximum variation purposive sampling (Etikan, Musa, & Alkassim, [2016](#CIT0017)) method which allowed for recruiting of individuals at varying levels of recovery.

The in-patient database maintained by the facility was, therefore, scanned for individuals with a diagnosis of psychosis. The Global Assessment of Functioning (GAF) (Castillo, Carlat, Millon, Meagher, & Grossman, [2007](#CIT0009)) score was used to determine persons with varying disability and ensure appropriate inclusion; group 1 (n = 10) included participants who obtained a score of 54--80 (moderate-mild disability) and group 2 (n = 10) included participants who obtained a score of 41--57 (moderate to severe disability). Case managers of the patients were then asked to pick 20 participants who were capable of participating in the interviews from each group, meeting the inclusion criteria described below:

To be eligible for the study, all participants were required to have experienced homelessness and be diagnosed with a psychosis spectrum condition according to the Diagnostic and Statistical Manual IV, text revision (DSM-IV-TR) (Castillo et al., [2007](#CIT0009)). It is also presumed that considering the homeless profile of the participants, chronic PT would be present. Individuals with a diagnosis of mental retardation and personality disorders were excluded from the study. Despite the knowledge that some personality disorders are closely related to PT, the differential nature of psychotic symptoms in personality disorders such as micropsychotic episodes in borderline personality and character-specific processing of traumatic experiences or NLEs was determined as beyond the purview of this study.

2.3.. Procedure {#S0002-S2003}
---------------

On obtaining informed consent an interview that focused on meaning, signs, and perceived causes of PT, perceived causes of psychosis (mental illness), perpetuating factors of psychosis, perspectives on treatment and recovery were explored. As aforementioned, with group 1, the semi-structured interview schedule was used and with group 2, a brief version of the same schedule was used, to cater to the disability experienced, such as poor comprehension, alogia, and symptoms of psychosis.

Data were collected during July--August 2017 and was completed by the PI of this study, in the language preferred by the participant (Tamil or English). Each interview lasted 60--80 min and was audio-recorded. Interviews were conducted until data saturation was obtained in each group. This was determined by the study's PI when no new learnings emerged from the data, causing subsequent interviews to become redundant. Further, to establish the reliability of responses triangulation of data was completed using case manager responses and patient records; any discrepancy was flagged off during analysis but did not affect the overall outcome of the interviews.

All participants were debriefed post the interviews. Positive visualization was used to ensure each participant would be able to cope with the recollection of NLEs and other distress. Any note of distress at the end of the interview was reported to the participant's case manager and 48 h of observation was mandated. No incidences of note were reported at follow-up.

Data were later transcribed directly into English, irrespective of language the interview was conducted in; however, care was taken to ensure all the nuances of the local language were mentioned. This was done by writing the local terminology or reference in English script. Similarly, the PI went through each transcript adding in references to hand gestures and other relevant non-verbal cues to provide a complete picture and aid qualitative analysis. All transcripts were anonymized and none included the participant's name. This was to circumvent the possibility of biases in the analysis since the PI was also a part of the treating team.

2.4.. Data analysis {#S0002-S2004}
-------------------

Interpretative phenomenological analysis (IPA) similar to that developed by (Smith, Jarman, & Osborn, [1999](#CIT0057)) was used. This method allowed for understanding the phenomenology of trauma as well as to extrapolate findings and theorize way forward. The analysis was completed in 2 phases:

### 2.4.1.. Phase 1 {#S0002-S2004-S3001}

Coding was completed using both inductive and deductive approaches. A coding framework was built to support the process. This focused on the types and causes of NLE, perpetuating factors, strategies used for coping, recovery ideas, perspectives on treatment and outcomes of NLE. Using this framework, an inductive line by line approach was used to complete coding using Dedoose (v 8.0.,) (Dedoose Version 8.0.35, [2018](#CIT0013)) and began after the first interview systematically, in between every three interviews completed, until data saturation was obtained. The primary analysis was completed by the PI and a codebook was developed. Further, in order to ensure the validity of codes, a blind coding of transcripts using only the coding framework, was also done by the second author and a third neutral researcher. Codes obtained by all three researchers were discussed and consensus on the application of codes was obtained.

### 2.4.2.. Phase 2- theme development {#S0002-S2004-S3002}

Post coding of all transcripts, codes were assimilated manually, clustered and interpreted in three steps (see [Figure 1](#F0001)). First, assimilation of parent codes was completed from the initial list code composite of 16 parent and 79 child codes. This resulted in 10 parent and 84 child codes (Boyatzis, [1998](#CIT0007); Patton, [1990](#CIT0047)). Second, available codes were categorized and developed into themes resulting in eight superordinate themes. Lastly, an interpretative analysis (Castillo et al., [2007](#CIT0009)) approach was used, and themes obtained in step 2 were analysed using a reflexive approach with attention to psychological processes underlying responses. Psychopathology, theories of coping and trauma, sociocultural theories around access to knowledge and treatment were used as reference points. This resulted in the final 6 themes and 12 subordinate themes (Patton, [1990](#CIT0047)) (see [Figure 2](#F0002)). This phase also led to observations of interrelatedness between themes developed that further strengthened outcomes.10.1080/20008198.2020.1725322-F0001Figure 1.Steps in the analysis of obtained data.10.1080/20008198.2020.1725322-F0002Figure 2.Superordinate and subordinate themes obtained.

The first and second authors of this study, both psychologists, then regrouped to discuss interpretations and to ensure no biases were involved in the process.

3.. Results {#S0003}
===========

3.1.. Participant demographics {#S0003-S2001}
------------------------------

Two groups of participants leading up to a total of 20 interviews were obtained and analysed. Participants in either group were diagnosed with a psychosis spectrum condition according to the DSM-IV-TR (Castillo et al., [2007](#CIT0009)): schizophrenia (n = 9), schizoaffective disorder (n = 2), bipolar affective disorder type 1 (n = 3) or psychosis NOS (n = 6).

Group 1 included 10 female participants with moderate to a mild disability, as assessed using the GAF (54--80). This was assessed by the study's PI who is also a member of the treating team. The mean age was 44.15 years (SD = 12.08) and based on information obtained from participants; they had been experiencing a PD for over 10 years. All participants were able to articulate and speak expansively about their experiences and were therefore interviewed using the aforementioned semi-structured interview schedule.

Group 2 included 10 female participants with moderate to severe disability (GAF 41--57). The mean age was 44.40 years (SD = 11.40). While precise years of illness are unknown, owing to the disability of this group, clinical judgement indicates a chronic course for at least 2--3 years. Despite the challenges that were anticipated with this group in eliciting responses, their perspectives were considered crucial to the study since various experiences unique to the group such as the acute presentation, treatment access, recent hospitalizations and other variables usually linked to recovery, course of illness, comorbidities and trauma exposure, were presumed to impact data and results. However, upon analysis, findings did not indicate a difference between the groups in their perception of PT and related consequences.

Participants from both groups were homeless and from different parts of Tamil Nadu, India; currently living and working within an organization that works for marginalized populations, particularly homeless women with severe mental illnesses. No systematic screening for PTSD was completed with participants of this study and therefore no determination could be made regarding how many had a formal diagnosis of PTSD; although all participants had experienced multiple NLEs (see [Table 1](#T0001)). 10.1080/20008198.2020.1725322-T0001Table 1.Type of NLEs experienced by participants.Negative life eventsPercentage of sampleExperienced robbery or forced to give away property35%Experienced or witnessed accidents/fear for one's own life or life of a loved one30%Experienced Natural Disaster55%Seen/Handled Dead Bodies30%Victim of another's substance abuse35%Ashamed, loss of status, loss of finances50%Relationship issues- divorced, extramarital affairs, abandonment, humiliation45%Experienced Physical Violence45%Bullied or threatened or humiliated30%Sexual Abuse/Rape20%Perceived or actual ostracization from society25%

3.2.. Thematic outcomes {#S0003-S2002}
-----------------------

Twenty interviews were analysed. Findings revealed 6 superordinate and 12 subordinate themes: Causes of PT, Response to trauma, Coping strategies, Perspectives on treatment, Maintenance factors, and Perspectives on recovery were superordinate themes (see [Figure 2](#F0002)). Loss seems to be a key feature in promoting the onset, maintenance, and treatment of psychosis. Most participants (90%) opined that they had experienced distress akin with trauma symptoms, but received no care for it which led to maintenance factors that promoted psychosis and impeded recovery. Each superordinate and subordinate theme is described in the section below.

### 3.2.1.. Psychological trauma {#S0003-S2002-S3001}

Most participants (95%) reported that PT was a result of the losses they experienced post the event, and not the event itself, as popular knowledge suggests. Participants explicitly reported that events were manageable but the losses they experienced consequent to the event were traumatic. This suggests that loss is the pertinent factor to experiencing PT and the events itself are less consequential to its development. The former often resulted in cognitive distortions and heightened affective responses to other, unrelated situations. In addition, it seems like additive stressors deplete an individual's resources to cope, often worsening the primary problem and leading to 'spiral loss' (one loss leading to another). This is illustrated in the quotes below: "*"I can \[forget\] and move on thinking he has gone and it's \[sexual abuse\] over, in the past ... but I lost my studies and the age \[it happened when I was so young\] ... I lost everything ... it's not that it happened but I lost everything"* says a 45 YO F diagnosed with schizophrenia, who reported that the loss she experienced as a result of CSA has contributed to many other significant events in her life."""Yes ma'am ... sometimes, even though so many years have passed, I feel very hurt and get angry and lash out when someone is ... I don't know ... even shouts at me. It reminds me of all that I could have had if that man didn't hurt me ... " reported 50 YO G diagnosed with paranoid schizophrenia, a victim of domestic violence, experienced institutionalisation after she lost her baby and ran away from home.""*"It was bad ... I mean first I lost my job, because I lost that I did not have money and when I didn't have money I lost my home ... and then my sister tortured me at her home, so I had to leave and I was on the streets ... and then they put me in \[institution\] ... I slowly kept losing everything, one-by-one ... "* reported 56 YO F diagnosed with schizophrenia, who discusses the experience of 'spiral loss' where one situation led to another."

### 3.2.2.. Responses to PT {#S0003-S2002-S3002}

Results indicate that participants (85%) believe that traumatic loss led to the onset and maintenance of PD they experienced. In addition, symptoms consistent with depression such as preoccupation, worry, decreased appetite, and listlessness, were also reported as a response to PT, in addition to their experience of PD. The quotes below illustrate some representative responses: "*"I would not eat, sleep or talk to anybody. I just sat quietly ... I wouldn't even comb my hair. I would just keep crying to myself \[alone\] ... "* reports a 40 YO F diagnosed with schizophrenia, shares her reaction to negative life experiences.""*"Mental illness \[refers to her PD\] comes when someone is experiencing trauma ... without trauma no mental illness can come ... The mind is shocked ... "* reports a 38 YO F diagnosed with schizophrenia, who believes that mental illness is primarily caused by additive stressors.""" ... After that \[multiple instances of PT\] finally, the last was when I saw an accident of an old man. I thought it might be my father ... I went home and then something happened ... I don't know what ... later the doctor told my parents I have developed schizophrenia ... " reports a 42 YO, F diagnosed with paranoid schizophrenia."

**Coping strategies**: Active behavioural and passive emotional strategies of coping were two significant styles for coping that emerged from the data among 50% and 80% of participants, respectively: active behavioural strategies such as reconciliation with the perpetrator, quarrelling, or religious methods such as visiting temples, and passive emotional or avoidant strategies such as 'letting-be', distraction, non-confrontation, avoidance, were often used to manage negative emotional states. From the triangulation of data it appears that these strategies were often rigid and inflexible to change, often resulting in only short periods of relief and sometimes led to resurfacing of traumatic memories. "56 YO F diagnosed with schizophrenia reports how she managed traumatic stress and attained personal recovery. *"Now it's all better ... I have reconciled with my sister ... I reconciled with J as well. They all have troubled me but I have reconciled and moved on ... "*""46 YO F diagnosed with schizophrenia reports work as a tool to managing traumatic stress: *"it will take a long time to recover ... but best is to keep them \[persons with trauma\] occupied and doing something so they \[persons with trauma\] don't think of it ...*""35 YO F diagnosed with Psychosis NOS, uses religious methods to distract herself and gain temporary relief from traumatic stress: *"I just go to the church and come back ... it will come \[back to me\] again, all that he did but then I just let it be ... nothing can be done ... "*"

### 3.2.3.. Maintenance factors {#S0003-S2002-S3003}

Factors that perpetuate distress/disorders are referred to as maintenance factors. In this study, it appears that cognitive schemas related to aloneness, womanhood, cognitive distortions (helplessness, unacceptance of the loss, sense of victimization) were noted in 70% of the participants and attenuated affective responses (guilt, frustration), stigma, and continued rejection were reported among 80% of participants as maintenance factors. In addition, resurfacing of traumatic memories was linked to ideas of loss and often resulted from loneliness, sadness and frustration often promoting symptoms associated with PD and depression as indicated by participants quoted below: "23 YO F diagnosed with Psychosis NOS, discusses the maintenance loop with her voices and experiencing continued rejection: *"How long can I live alone? My family is not taking me back ... I am so tired and crying all the time ... fed up ... these voices also are not stopping and talking nonsense ... "*" "69 YO F diagnosed with BPAD Type 1, discusses what was interpreted as her schema interplaying with her symptoms of depression: *\'whatever it is a woman cannot live alone ... at one point, they will need someone ... \[my husband beat me\] but still a woman cannot sleep alone ... I don't know what to do ... I cry all the time and I don't feel like eating or sleeping. I am just stuck ...\'*"

### 3.2.4.. Perspectives on treatment {#S0003-S2002-S3004}

Participants were aware of various forms of treatment and believed they require pharmacological as well as psychological interventions that focused on processing the experience of loss. They also described the need for social support and recreational activities to enhance recovery outcomes. However, most participants (80%) also reported that despite seeking various treatment options, they received no care for maintenance factors, often leading to resurfacing, relapses or exacerbations of the psychotic disorder, the remaining 20% of participants did not respond to the interview question. Participants believed this was key to managing psychosis and attaining personal recovery. "40 YO F diagnosed with schizophrenia, reports a need for biopsychosocial treatment approaches: *"\[to get better\] we will need counseling and medicines ... people should understand and support us ... take us out, to movie or temple or something ... "*" "42 YO F diagnosed with schizophrenia, discusses how resurfacing of loss can lead to her relapse: *' ... sometimes when something happens at work, I will be reminded and think that I've ended up here \[in this facility\] and feel bad. That time I will start to feel low and cry ... then if no one helps I will start getting bad thoughts like suspecting others and the staff and all ... usually that's how I relapse ... '*"

### 3.2.5.. Recovery {#S0003-S2002-S3005}

Participants (100%) reported that recovery was obtained when they achieve(d) positive health outcomes such as absence of symptoms, physical health and psychosocial outcomes such as pursuing capabilities, enhanced interests in social mixing, and in one case confrontation with the perpetrator was also considered essential for recovery. "35 YO F diagnosed with Psychosis NOS, discusses how working hard and multitasking is a sign of wellness: *" ... fully recovered means I will be able to work and take care of my children ... I won't feel tired always ... by working in 2--3 houses \[housekeeping\] I can live ... "*" "45 YO F diagnosed with schizoaffective disorder, reports that socializing and maintaining social relationship is a sign of wellness: *'it's not really about work or money ... we should be able to go outside and meet new people ... we should be able to interact well with everybody ... '*"

Further analysis indicated that the aforementioned themes were interrelated. In the situation of traumatic loss and lack of access to care, often maintenance factors such as cognitive distortions and attenuated affective responses are developed. In situations of continued lack of access to care, it appears that these maintenance factors are strengthened and contribute to persistent psychotic experiences. The latter leads to further losses such as loss of employment, loss of ontological needs and more; resulting in the further strengthening of the maintenance factors. It would, therefore, be important that psychological services are provided for the experience of traumatic loss and maintenance factors. However, current psychological treatments target psychotic manifestation and in some cases related to cognitive distortions (see [Figure 3](#F0003)). 10.1080/20008198.2020.1725322-F0003Figure 3.Treatment approach to managing traumatic loss and its relation to persistent psychosis.

4.. Discussion {#S0004}
==============

The findings of this study revealed multiple interesting facts pertinent to the understanding of trauma and psychosis. First, despite the understanding that severity of psychosis is predicted by various sociocultural and psychosocial factors (Conus et al., [2017](#CIT0011); Díaz-Caneja et al., [2015](#CIT0015)) including trauma exposure (Bailey et al., [2018](#CIT0003)), participants from group 2, assessed with more severe psychosis and associated disability, did not differ from group 1 in their perceptions of trauma and its link to their psychosis, indicating that the effect of trauma on severity of psychosis needs to be further investigated. The second crucial finding is that NLEs are appraised as loss which is experienced as PT and has a direct impact on the onset and maintenance of PD. This study has surprisingly found that contrary to popular notions indicating that events cause PT (American Psychiatric Association, [2013](#CIT0001)), participants of this study have opined that consequent losses post the event are in fact what results in PT and play a key role in the development, maintenance and treatment of their experience of PD often manifesting along with depressive symptoms. Similar results were obtained in relation to hallucinations as well (Vallath, Luhrmann, & Bunders, [2018](#CIT0061)).

The relation between NLEs and depression (Mandelli, Petrelli, & Serretti, [2015](#CIT0035)) and PD (McGrath, Saha, Lim, & Aguilar-Gaxiola, [2017](#CIT0036)) has been a critical conversant in literature for over a decade now. With advances in research, the notion of PTSD in psychosis became more prominent. Yet, the notions of PT including a broad array of stressful events, due to differential stress tolerance (Devylder et al., [2013](#CIT0014)) among individuals remain controversial. In arguing for the inclusion of NLEs and associated PT in clinical purview studies have found that cultural nuances play a key role in an individual's appraisal of events being traumatic (Gilmoor, Vallath, Reeger, & Bunders, [2020](#CIT0023)). While many individuals exposed to 'traumatic events' may experience PTSD, many others such as those in this sample, present with similar, trauma-related symptoms that often do not reach clinical purview, independent of other related conditions (Center for Substance Abuse Treatment \[US\], [2014](#CIT0010)). These symptoms such as sudden irritability or anger, feeling low, and anxiety are often misdiagnosed as a depressive disorder or anxiety disorder (Center for Substance Abuse Treatment \[US\], [2014](#CIT0010)).

This notion of loss interplaying with traumatic events was observed by Hobfoll (Hobfoll, Dunahoo, & Monnier, [1995](#CIT0026)) in the Conservation of Resources model, which suggests that the experience of a NLE can threaten or create actual depletion of an individual's resources to cope creates traumatic stress. The theory focuses on the notion that all stressful life events are in actuality 'loss events', and therefore gaining these resources back may help with recovery. This tenant explains why individuals who lose their job and experience spiral losses experience PT, but are able to recover when employment, housing and finances stabilize.

*How NLEs impact individuals, cause PT and contribute to the development of PD*: It appears that when an individual is exposed to a NLE, the individual appraises the event as loss which to the individual is PT. This loss, if untreated, festers over time, with cognitive distortions and heightened affective states resulting in further losses; which plays a critical role in the development of PD. Due to the dramatic manifestation that is PD, PT (arising from small-t experiences) receives less attention and is often left untreated. Other studies also indicate the possibility of underlying psychological processes playing a role in psychosis (Freeman, Dunn, & Startup, [2015](#CIT0020); Vallath et al., [2018](#CIT0061)).

A second critical psychological process underlying PT involves coping. The term coping refers to conscious and unconscious ways of dealing with stress (Lazarus, [1996](#CIT0032)) and includes cognitive, behavioural and physiological reactions (Holubova, Prasko, & Hruby, [2015](#CIT0027)). While all coping mechanisms serve to be adaptive in protecting the individual, they vary in effect, for example, some work well for short-term problems while when applied to long-term problems they can become dysfunctional. Coping styles, however, eventually become a person's trait (Lazarus, [2006](#CIT0033)). Adaptive coping mechanisms are flexible and efficient while maladaptive coping is rigid and sometimes socially inappropriate (Lazarus, [1996](#CIT0032)).

A key finding from this study was that coping mechanisms used by participants were limited to active behavioural and passive emotional strategies, the latter of which has been linked to paranoid symptoms of psychosis (Ritsner, Ben-Avi, & Ponizovsky, [2003](#CIT0049)). Participants in this study adopted emotion-focused coping strategies that were either active or passive but rarely adopted problem-solving strategies. Further, the strategies used were often rigid and applied without discretion to all problems, perhaps perpetuating psychotic symptoms. Consistent with this finding, literature also suggests that psychotic experiences are often attenuated when maladaptive coping strategies are used to manage traumatic life events and perceived stress (Ered, Gibson, & Maxwell, [2017](#CIT0016); Horan & Blanchard, [2003](#CIT0028); Moritz, Lüdtke, & Westermann, [2016](#CIT0040)). Similarly, in a longitudinal study, (Vázquez Pérez, Godoy-Izquierdo, & Godoy, [2013](#CIT0068)) found that better coping with stress led to a decrease in psychotic symptoms over a two-year period.

*The need for a broad outlook to PT*: As aforementioned, the concrete diagnosis-specific strategy to treating illnesses that is currently popular in mainstream psychiatry, results in a reductionist approach. While this article does not take away from the seriousness that is in PTSD, it aims to bring to light variegated NLEs that lead to the experience of PT, requiring equal clinical attention in treatment such as given to PTSD or PD. The role of PT in developing PD and PTSD has been discussed in detail in the introduction and results section of this paper. If an individual with PD has sudden bouts of irritability and aggression, clinicians must wonder whether PT has been a pertinent trigger to the behaviour. In fact, PT has been known to trigger fears of abandonment, love, anxieties about survival and can have adverse effects on long term well-being (Conus et al., [2017](#CIT0011)). Participants of this study also acknowledged that on many occasions this was overlooked and treatment was provided for psychotic manifestations only.

Untreated PT may result in permanent disability, medical and legal expenses, increased sick leave, loss of productivity, and continued psychological distress (Flannery, [1999](#CIT0019)).

4.1.. Treatment approaches {#S0004-S2001}
--------------------------

Findings revealed a significant oversight in treatment approaches in psychosis for underlying psychological processes related to PT, impeding clinical, social, functional and personal recovery.

According to the National Institute for Health and Care Excellence (NICE) guidelines (National Institute for Health and Care Excellence, [2014](#CIT0043)) many patients with PD continue to experience persistent and distressing positive and negative symptoms, and medications are only effective in 40% of cases. This supports findings from this study, where patients reported resurfacing or exacerbations of symptoms in the continued presence of maintenance factors. In fact, studies have indicated that individuals diagnosed with psychosis and past NLEs show higher rates of psychotic symptoms, comorbid disorders, cognitive deficits, frequent hospitalization and even treatment resistance, when compared to those with no NLEs present (Horan & Blanchard, [2003](#CIT0028); Moritz et al., [2016](#CIT0040)).

Recent research has therefore begun looking into underlying factors in psychotic manifestations (Hassan & De Luca, [2015](#CIT0025); Schenkel, Spaulding, & DiLillo, [2005](#CIT0053)). Given the relation between NLEs and PDs, many have advocated for the move towards trauma-focused interventions (TFIs) (De Bont et al., [2016](#CIT0012); van den Berg et al., [2015](#CIT0062)) even for the prevention of PD. However, despite such growing evidence of the interlinkage between PT and PD, an illness paradigm is mostly used in treating problems linked to PDs and treatment is often biomedical. Even psychological therapies for psychosis aim at symptom reduction by focusing on its manifestations, such as hearing voices or delusional thinking.

Findings from this study suggest that treatment interventions are necessary for psychological processes such as loss underlying psychosis instead of only its manifestations and that patients with psychosis are also keen to avail such services but lack access. Patient reports suggested that therapies focusing on loss and associated feelings would perhaps alleviate distress and better coping with the psychotic experience. This is consistent with other studies. Patients with psychosis have reported that trauma-focused interventions have a positive effect on their well-being and symptom management (Bacon et al., [2014](#CIT0002); Halpin, Kugathasan, & Hulbert, [2016](#CIT0024); Keen, Hunter, & Peters, [2017](#CIT0029); Tong, Simpson, & Alvarez-Jimenez, [2017](#CIT0060)).

4.2.. The need to build an evidence base for PT and its impact on PDs {#S0004-S2002}
---------------------------------------------------------------------

For a practice to move forward and advance recovery from PT, it is essential that future studies focus on the notion of PT and treatment models that benefit PT. Similarly, grounding the notion of PT from variegated NLEs may further advance treatment outcomes with practitioners being more cognizant of this while treating severe mental illnesses such as PD. In fact, many classical TFIs such as narrative exposure therapy (Shapiro & Forrest, [2004](#CIT0055)), eye movement desensitization and reprocessing (EMDR) (Shapiro & Forrest, [2004](#CIT0055)), are developed to combat trauma and PTSD (Schauer, Schauer, Neuner, & Elbert, [2011](#CIT0052)), however, with the notion of PTSD gaining prominence and strict criteria of trauma being defined, these forms of therapy became salient to use with PTSD only. In addition, other innovative methods such as art-based therapies are also used in the treatment of trauma (Fikreyesus, Soboka, & Feyissa, [2016](#CIT0018)).

5.. Conclusions and implications {#S0005}
================================

Various studies have noted that in PD symptoms are often difficult to manage, and even in cases of recovery relapse rates are as high as 24.6% (Tong et al., [2017](#CIT0060)). There is substantial evidence indicating the pertinent role of psychotherapies in treating severe mental illness. However, despite this evidence, only 10% of the population with PDs have access to psychotherapies (The Schizophrenia Commission, [2012](#CIT0058)). Presumably, access to specialist interventions such as psychological therapies and counselling is especially limited in low and middle-income countries (LMICs), and even more so for those from marginalized backgrounds like homeless persons such as the participants of this study. Findings from this study indicate that treatment must be personalized and individual care plans must be developed. This has been resonated in other studies as well (Kluft, Bloom, & Kinzie, [2000](#CIT0031)). It also reinforces the growing need for treatment of psychosis to also focus on underlying psychological processes of its manifestation. Policy must, therefore, mandate specialist interventions such as trauma-focused interventions in treatment protocols.

5.1.. Limitations {#S0005-S2001}
-----------------

The primary limitation of this study includes the retrospective accounts of participants. This was managed through triangulation of data by corroborating factors with treating professionals and case files. Another limitation includes the nature of participants. All participants had a history of homelessness. This understudied and niche population may be unique in terms of experiences. Generalization of results, therefore, may require further study. Lastly, participants in this study were not screened systematically for PTSD at the time of their contact with treatment services, or during this research. While clinical notes suggest that traditional symptoms of PTSD were not present, it is unsure if there has been an oversight in diagnosing PTSD as a comorbidity. However, the authors of this study do not believe that this influences the results obtained since the aim was to understand trauma and its role in psychosis; a formal diagnosis of PTSD was inconsequential.
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